Dear Editor:

Two family members died during the novel coronavirus 2019 (COVID-19) social distancing period. The first had classic symptoms of angina for 2 weeks, prompting an emergency department visit. The emergency department ruled out COVID-19 infection and recommended a stress test before discharging him home. As his heart failure symptoms progressed, he called his doctor's office daily. He followed their recommendations---to use his inhaler. He died of an acute myocardial infarction before the stress test was performed. The second family member was on hospice and resided in a memory unit in a long-term care facility. The anxiety and depression of his wife and daughters climbed substantially because visitor restrictions impeded attempts to visit for the 2 months leading up to his death. Fortunately, they were able to spend the last 14 hours with him.

These 2 tragic cases epitomize some of the unintended consequences of social distancing. Patients with urgent health issues are avoiding care longer because of the COVID-19 stay-at-home orders. Between mid-March and mid-April, routine health care visits for elective and preventative visits decreased by 60%, notably in ages 7 to 17 (71%) and 65 to 74 (60%).[@bib1] A relevant study documented a 38% reduction in ST-segment elevation myocardial infarction cardiac catheterization laboratory activations since social distancing was recommended on March 15th.[@bib2] Stroke admissions may have dropped by as much as 60% to 80% in New York.[@bib3] Non-COVID pneumonia deaths in the United States peaked simultaneously with COVID-19 deaths in mid-April.[@bib4] Cancer care has also been severely impacted, and some patients now are faced with difficult decisions to delay invasive or intensive options in place of perceived safer, but perhaps less effective, treatment.[@bib5] ^,^ [@bib6] Additionally, emergency visits during the beginning of the pandemic for pulmonary, cardiac, gastrointestinal, and febrile illnesses were substantially lower compared to pre-COVID-19.[@bib7]

We are in unchartered territory, with unknowns for society and health care professionals alike. There are multiple reasons for the reduction in ST-segment elevation myocardial infarction cases, including refraining from seeking care, seeking alternative treatments, anxiety, and even misdiagnosis.[@bib2] Rosenbaum[@bib6] also suggested that patients may feel obligated to protect health care providers, foregoing their symptoms as a way to limit health care utilization. The question that continues to surface is what will non-COVID mortality and morbidity rates be in the months to come? In addition to cardiac, neurologic, pulmonary, and oncologic deaths, will we identify concomitant increases in mental health, surgical, and other potetially preventable deaths? Will our psychiatric nurse practitioners (NPs) be able to care for rises in anxiety and depression among patients and health care providers alike? As NPs providing care in multiple loci of the health care continuum, we are in ideal positions to take action. As we heighten our diligence in recognizing COVID sequelae, we should also empower people to seek out emergent care despite COVID-induced fear and anxiety. As many states begin to reopen the economy, NPs may use this interval to promote public education on the forgotten emergencies and encourage patients to contact clinics for at least a phone or telehealth visit. It could save a life.
